Ortega et al. raise some interesting prospects for re-analysing our data set, 2 which have inspired us to look at our data set again. The question Dr Ortega has asked is whether, in spite of stabilisation in the prevalence of overweight and obesity in 2-18-year-old Australian schoolchildren over the last decade or so, there have been contrary trends in children who are 'morbidly obese'. He correctly points out that this kind of analysis can be done only with large data sets, because only a small fraction of children would be classified as 'morbidly obese'. The initial problem is that, unlike adults, there are no internationally accepted standards to define morbid obesity in children. The solution we have adopted is to look at body mass index (BMI) z-scores using the UK 1990 reference standard.
1 raise some interesting prospects for re-analysing our data set, 2 which have inspired us to look at our data set again. The question Dr Ortega has asked is whether, in spite of stabilisation in the prevalence of overweight and obesity in 2-18-year-old Australian schoolchildren over the last decade or so, there have been contrary trends in children who are 'morbidly obese'. He correctly points out that this kind of analysis can be done only with large data sets, because only a small fraction of children would be classified as 'morbidly obese'. The initial problem is that, unlike adults, there are no internationally accepted standards to define morbid obesity in children. The solution we have adopted is to look at body mass index (BMI) z-scores using the UK 1990 reference standard.
1 About 1.3% of children and adolescents in our data set have BMI z-scores of X3, and 0.3% scores of X3.5; hence we have done some calculations based on both of these thresholds. These correspond reasonably well to the range of 0.1-1.3% suggested by Professor Ortega. We divided our data into five groups according to the year of measurement: 1985-1989, 1990-1994, 1995-1999, 2000-2004 and 2005-2008 . For each group we calculated (a) the mean BMI z-score for those children and adolescents with BMI z-scores of X3, and X3.5 (time trends in these values would indicate whether, on average, the extent of morbid obesity is increasing); and (b) the percentage of all children and adolescents measured who fell into these categories (that is, with BMI z-scores of X3 or X3.5. Time trends in these proportions would tell us whether there are increasing numbers of morbidly obese children).
We compared the values using analysis of variance (mean values) and chi-square (proportions). As Dr Ortega adumbrated, there do indeed appear to have been time trends in both of these indices ( Figure 1 shows the smoothed Lowess curves for time trends in BMI z-score for youth with BMI z-scores of X3.5 (top panel) and X3 (bottom panel). A distinct flattening is noticeable, however, in the last sampling period (2005) (2006) (2007) (2008) , somewhat later than the flattening observed for leaner children. In our original paper, we found that 1996 was the breakpoint at which stabilisation trends began. However, the above analysis shows that for this specialFand importantFgroup of children, we have not seen stabilisation at the same rate and at the same time as for leaner children. Both the proportion of morbidly obese youth and the extent of their obesity increased until the early 2000s. There are, however, signs that here too trends have stabilised. The increasing trends in the standard deviations also highlight this pattern of change, indicating that values at the top end of the BMI distribution are probably dragging the mean values up. One cautionary note is that this group of youth (and their parents) may be especially susceptible to self-selection bias, and there may have been secular changes in the likelihood that morbidly obese youth will present themselves for measurement.
